There is little question that drug abuse results from both intraindividual and environmental factors. For this reason, unidimensional models of drug abuse are invariably inadequate and multidimensional research and intervention approaches are necessary.
for example, more and improved quality intervention studies have been published than ever before (Boustani, Henderson, & Liddle, 2015; White, Dennis, & Tims, 2002) . At the same time, controversy and conflict have surfaced about realistic practice-level conclusions that can be drawn about research-supported treatments (Drug and Alcohol Findings, 2014; Kazdin, 2013; Henggeler et al., 2006; Lindstrom et al., 2013; Littell, 2008; Ogden & Hagen, 2008) . Using, among other influence strategies, credible evidence, decision makers in public sector clinical services consistently include family-centered care in their service reform efforts (President's New Freedom Commission on Mental Health, 2003; Stroul, Blau, & Friedman, 2010) .
Background and Foundations
This chapter describes Multidimensional Family Therapy (MDFT), a comprehensive, developmentally oriented treatment for youth substance abuse and delinquent behaviors (Liddle, 1991; Liddle, Dakof, & Diamond, 1991) .
1 Systematic treatment development, rigorous evaluation, and dissemination to diverse real world clinical settings are the principal objectives of MDFT (Liddle & Hogue, 2001) . MDFT is identified as an evidence-based treatment in scientific reviews (Akram & Copello, 2013; Austin, Macgowan, & Wagner, 2005; Becker & Curry, 2008; Hawkins, 2009; Perepletchikova, Krystal, & Kaufman, 2008; Vaughn & Howard, 2004; Waldron & Turner, 2008) , independent registries that evaluate interventions (Clark, 2011) ; Clearinghouse for Military Family Readiness, 2013; European Monitoring Centre on Drugs and Drug Addiction, 2014; Drug Strategies, 2003 , 2006 NREPP, 2012) , and government and non-government organizations in the U.S. and abroad (NIDA, 2014; NREPP, 2012; CrimeSolutions.gov, 2014; Sherman, 2010 ; United Nations Office on Drugs and Crime (UNODC), 2014; Compilation of EvidenceBased Family Skills Training Programmes, 2014) . Evidence in evidence-based refers to the model's research program, as well as to how it uses the empirical knowledge base about positive youth, parent, family development and studies on problem development (Liddle & Rigter, 2013) . As detailed in influential blueprints recommending a new kind of science and service connection (Institute of Medicine, 2001; National Research Council and Institute of Medicine, 2009) , recommendations to translate existing basic science for intervention design (National Research Council, 2009) , and guideline development (Brown et al., 2008; Holmbeck, Devine, & Bruno, 2010) , MDFT brings research-derived content directly into treatment (Liddle et al., 2000; Liddle, Rowe, Dakof, & Lyke, 1998) .
Several empirically derived frameworks can organize diverse basic science knowledge bases. They provide an overall orientation and inform clinical work directly (Liddle & Saba, 1983) . The risk and protective factor framework teaches clinicians about the known determinants and buffers to dysfunction. It facilitates identification of factors from different domains of functioning (psychological, social, biological, neighborhood/community) that create problems and the forces that might help to solve them. It also helps therapists to think in interactional or process terms about the many clinically relevant dimensions of the adolescent's and family's current life circumstances (Hawkins, Catalano, & Miller, 1992) . The developmental perspective, including the developmental psychology and developmental psychopathology research areas, is another useful framework. This knowledge base teaches therapists about the course of individual adaptation and dysfunction through a lens of normative development. Developmental psychopathology moves beyond considerations of symptoms only to understand a youth's capacity to cope with the developmental tasks at hand and considers the implications of stressful experiences and developmental failures in one developmental period for (mal)adaptation in future periods (Rohde et al., 2007) . Because multiple pathways of adjustment and deviation may unfold from any given point, emphasis is placed equally on understanding competence and resilience in the face of significant risk. Conceptualized as a problem of development (Newcomb, Scheier, & Bentler, 1993) , adolescent substance abuse is a departure from a range of adaptive developmental pathways (Zucker et al., 2008) , and represents difficulties in meeting developmental challenges (Brook, Kessler, & Cohen, 1999a) . A third framework, the ecological perspective articulates the intersecting web of social influences that form the context of human development (Bronfenbrenner & Morris, 2006) . Ecological theory regards the family as a principal developmental arena, and includes details on how both intrapersonal and intrafamilial processes are affected by and affect extrafamilial systems (i.e., significant others involved with the youth and family, such as the youth's peers, school, job or juvenile justice personnel). This theory is compatible with ideas about reciprocal effects in human relationships, underscores how problems nest at different levels, and how circumstances in one domain can reverberate in other areas. And finally, the dynamic systems perspective (Granic, 2005) emphasizes the importance of real-time, moment-to-moment processes as the raw material that grows developmental outcomes. Abstractions that summarize behavior in terms such as adolescent substance abuse disorder or conduct disorder provide insufficient detail to explain the individual and family developmental outcomes, and leave out important aspects such as the range of emotional tendencies and the multiple relationships and context factors in which individual tendencies are expressed.
Primus inter pares (First Among Equals)
Contextual and developmental in philosophy and clinical methodology, the family's central role in understanding and treating youth problems is well established. A thorough assessment of family functioning includes each individual's mental state, emotional functioning, history, and life activities in addition to their role as a family member. Coordinated individual and multi-person subsystem interventions are basic to MDFT (Liddle & Rigter, 2013) .
Working with the inner or private world of the adolescent and the parent are essential on theory-based (developmental and clinical change theory), empirical (e.g., positive multiple alliances predict MDFT outcomes), strategic, and practical grounds (the value of multiple perspectives). Dichotomous, either/or thinkingabout the primacy of individuals vs. systems, emotions vs. cognitions, behavior change vs. individual reflection and personal examination, as examples-is avoided. It is not that these concepts and phenomena are incapable of definition, measurement, conceptualization, and clinical use. Individuals exist as both a whole and as a part. The foci of assessment and intervention-the adolescent, parent, family, and community or extrafamilial-are understood as holons (Koestler, 1978) as both wholes and parts. Each is a realm of life activity, offers clinical relevance, and intervention potential in and of itself, but each is also understood in relation to and in dynamic, real-time interaction with the others. 
MDFT Guiding Principles

Clinical Theory
Clinicians and trainers report that using MDFT offers repertoire-expanding opportunities for creativity (Godley, White, Diamond, Passetti, & Titus, 2001 A first task is to understand fully and concretely the current life events of each family member. Clinicians think about how they receive and interpret the clinical presentation that includes diagnoses, previous history, individual functioning, and the present circumstances in the family's and youth's multiple environments. These activities preempt a therapist's becoming preoccupied with or moving to problem-solving interventions prematurely. Clinicians see and speak to the family with a developmentalist's orientation. Family members are quite able to indicate what's important, what's urgent, and what the priorities should be. A launching pad for all interventions, the developmental orientation has attitudinal and belief system aspects, and, of course, a factual basis as well (Offer & Schonert-Reichl, 1992) . Accurate knowledge about adolescent development, a parent's development, family development, all from a dynamic systems, or a developmental-contextual frame, infuses therapist training and ongoing supervision. Problem-solving activities are attempts to offer, through an instrumental and close partnership with the youth and parents, as well as outsiders who are involved with the youth in one way or another, a time-bounded relationship with unique features. This relationship and activities-in essence multiple conversations (usually called sessions)-take into account many perspectives and agendas. Shaped and accentuated in several individual and multiperson conversations, therapeutic attention and participation coheres around a central objective-significant and demonstrated improvement of the health and well-being of the youth and family. Skills and communication training are needed frequently and included flexibly, and we aim to sponsor a more profound promotive process within the youth and family. Treatment participation yields an increased caring about and investment in family members' own and each other's lives. Adolescents and parents find enhanced reasons to go on, try again, and develop alternatives to present circumstances.
Logic Model
These processes include renewed day-to-day motivation. But they also include articulating and discussing a Big Picture that encompasses individual and family plans. Focusing on and using emotion is one means of materializing the desired processes. For instance, we watch a film, read a novel, view a work of art-each of these can stimulate emotion, create certain experiences, and surely work on humans in various ways or at different levels. Therapy-conversations about important things and with significant others-can evidence multiplicity in terms of its experience and impact. MDFT develops and uses what individuals consider larger life themes (Markus & Nurius, 1986) , braiding these with behaviorally oriented detailed work in skills training and problem solving. The youth, parents, and even outsiders become engaged at both broader, thematic levels (i.e., join together to stop the youth's slide into deeper drug use and delinquent behavior, or listen to the youth's experiences and reflections on his life). The therapist's collaboration in theme articulation has generic and idiosyncratic elements-the "culture of the streets" or "culture of drug use," "having the kind of family I always wanted to have," "doing better with my children than my parents were able to do with me." Themes come to life through the real-life stories of family members. While serving motivational purposes, this kind of work also creates continuity in the treatment. Meaningful conversations offer participants personally relevant and practically useful touchstones as all move through the multiple discussions of treatment.
Overview of Core Aspects-Alliances and Engagement
Since adolescents enter treatment under coercion frequently, our aim is create an environment of respect, curiosity, and potential for the youth to, as we say, "get something out of this for yourself." We do not expect the adolescent to have enthusiasm or motivation about starting therapy. Shame, stigma, overwhelming legal troubles, and no experience in understanding what treatment can do, and even negative therapy experiences, are among the many issues that may be at play. We reach out directly to the youth and to the parents as well to build motivation and establish a practically oriented definition for what treatment might accomplish. While therapy resistance is a recurring topic in the adolescent literature, we find most adolescents respond well to the aforementioned strategies. An interaction seems to operate. In a punitive, moralistic, system-mandated, parent-centered therapy that presents no or insufficient opportunity for the youth's voice be cultivated and responded to, resistance is understandable. Treatment with adolescents can attend to individual youth, parent and family, and others' demands and needs. And, when treatment of this nature is offered skillfully, adolescents do more than comply, they participate.
Effective therapy creates positive feedback spirals. When adolescents show themselves to be reasonable responders to therapy's demands, adults experience new aspects of their teenager. The issues, stresses, unhappiness, gripes, and the pressures as felt by a youth are all topics for exploration and expression in MDFT. Developmentally framed and discussed individual developmental milestones, identity, sexuality, changing family relations at this developmental stage, desire for more freedom and a say in how their everyday life goes are included. The youth's sincerely felt life experiences are elaborated in individual sessions. Therapist and youth also discuss what to discuss in family sessions and what to hold on to.
Parents themselves need individual attention, per previous remarks. A parent's functioning as an adult, outside of their caregiving roles and responsibilities, must be covered. Relationship difficulties, health concerns, money problems and stresses, and individual developmental challenges are grist for the mill of the individual work with a parent. The multiple therapeutic alliances, where each person buys into treatment in their own way, as well as in a collective way, are foundational structures and processes that begin behavioral change.
Program Features
Multidimensional Assessment
Assessment yields a therapeutic blueprint. The blueprint directs therapists about where to intervene across multiple domains and settings of the teen's life. A comprehensive, multidimensional assessment process identifies risk and protective factors in relevant areas, and prioritizes and points to specific areas for change. Information about functioning in each target area comes from referral source information, circumstances, and dynamics, individual and family interviews, observations of both spontaneous and instigated family interactions, and observation of family member interactions with influential others outside of the family as well. Four interdependent domains are covered with every case: 1) adolescent, 2) parent(s), 3) family interaction, and 4) extrafamilial social systems. Attending to deficits and hidden areas of strength, we obtain a picture of the unique combination of assets and weaknesses in the adolescent, family, and ecosystem. This portrait includes a multiple systems formulation of how the current situation and behaviors are adaptations, understandable and "make sense," given the adolescent's and family's developmental history and current risk and protection profile. Interventions decrease risk processes known to be related to dysfunction development or progression (parenting problems, affiliation with drug-using peers, disengagement from and poor outcomes in school), and enhance protection, first within areas of urgent need, and in consideration of the most accessible and malleable domains. An ongoing process rather than a single event, assessment continues throughout therapy as new information emerges. In this sense, assessments, and therapeutic planning overall, are never disconnected from change plans, and they are modified according to ongoing events and feedback from interventions.
A home-based or clinic-based family session generally starts treatment. Therapists stimulate family interaction on important topics, noting to themselves how individuals contribute differentially to the adolescent's life and current circumstances. We also meet alone with the adolescent, the parent(s), and other members of the family within the first session or two. Individual meetings reveal the unique perspective of each family member, how events have transpired (e.g., legal and drug problems, neighborhood and peer influences, school and family relationship difficulties), what they have done to address the problems, what they believe needs to change with the youth and family, as well a parent's own concerns and problems, perhaps only indirectly related to the youth.
Therapists elicit the adolescent's life story during early individual sessions. Sharing life experiences contributes to the teen's engagement. It provides a detailed picture of the severity and nature of the youth's drug use and circumstances, individual beliefs and attitude about drugs, trajectory of drug use over time, family history, peer relationships, school and legal problems, any other social context factors and important life events. A therapist must get to know, in practical terms, what is important to the youth-what are the things that he or she values. Therapeutic conversations sketch out an eco-map-the adolescent's current life space. This includes the neighborhood, indicating where the teen hangs or buys or uses drugs, where friends live, school or work location, and, in general, where the action is in the youth's environment. Therapists inquire about health and lifestyle issues, including sexual behavior. Comorbid mental health problems are assessed through the review of previous records and reports, the clinical interview process, and psychiatric evaluations. Adolescent substance abuse screening devices, including urine drug screens which we use extensively in therapy, are invaluable in obtaining a full, dynamic picture of the teen's and family's circumstances.
Assessment with the parent(s) includes functioning as parents and as adults, apart from the parenting role, with individual, unique history and concerns. We assess the parents' strengths and weaknesses in terms of parenting knowledge, skills and parenting style, parenting beliefs, and emotional connection to their child. We inquire in detail about parenting practices, house rules, curfew, and expectations about family issues in individual sessions with the parent(s) as well as with the youth. In family sessions, clinicians observe and take part in parent-youth discussions, listening for point of view, critical incidents, references to significant past events, problem solving, and relationship indicators such as supportive or critical expressions. In discussing parenting style and beliefs, therapists ask parents about their own experiences, including family life when they were growing up. A parent's mental health status and substance use are also evaluated as potential challenges to improved parenting. On occasion we make referrals for individual adjunctive treatment of drug or alcohol abuse or serious mental health problems, but these are rare.
Information on extrafamilial influences is combined with the adolescent's and family's reports to compile the fullest possible picture of individual and family functioning relative to external systems. One component of this focus on-site includes educational academic tutoring that integrates with core MDFT work. We assess school-and job-related issues thoroughly. Therapists build relationships and work closely and collaboratively with juvenile court and probation officers regarding the youth's legal charges and supervision requirements. Clinicians help parents understand the potential harm of continued negative or deepening legal outcomes. Using a non-punitive tone, we help teens face and deal with their legal predicament. Friendship network assessment involves encouraging teens to talk about peers, school, and neighborhood contexts in a detailed and forthright manner. Friends may be asked to join a session, may be phoned during a session with the youth, and can be met during sessions in the family's home. The creation of concrete alternatives that provide prosocial, development-enhancing day-to-day activities using family, community or other resources is a driving force in MDFT.
Adolescent Module
Establishing therapeutic alliances and creating a therapeutic foundation are two sides of the same coin. The therapeutic alliance with the teenager is a working relationship that is distinct from but related to parallel efforts with the parent. We present therapy as a collaborative process, following through on this proposition by collaboratively defining therapeutic goals that are personally meaningful to the adolescent. Goals become apparent as the teen expresses his or her experience and discusses his or her life so far. Treatment aims to attend to these Big Picture dimensions. Problem solving, creating practical and reachable alternatives to a drug using and delinquent lifestyle, all of these remediation efforts exist within work that connects to a teen's conception of his or her own life, values, and life's direction and meaning.
Success in one's alliance with the teenager does not go unnoticed to parents. Although it can cut both ways, we find that parents both expect and appreciate a therapist's reaching out to form a distinct relationship and therapeutic focus with the teen. Individual sessions are indispensable; their purpose is defined in "both/and" terms. These conversations allow access and therapeutic focus on individual and parent-teen and other relationship issues through the methods that are available to an individual therapist. Additionally, individual parent and teen meetings prepare (motivate, rehearse, coach) each to come together to discuss matters needing improvement.
Parent Module
We focus on reaching the caregiver(s) as an adult with individual issues and needs, and as a parent who may have declining motivation or faith in her or his ability to influence their child. Interventions include enhancing feelings of parental love and emotional connection, underscoring parents' past efforts, acknowledging difficult past and present circumstances, and generating hope. When parents enter into, think, talk about and experience these processes, their emotional and behavioral investment in their adolescent grows. This process, the expansion of a parent's commitment and investment to their child's welfare, is basic to the MDFT change model. Achieving these therapeutic tasks sets the stage for later changes. Taking the first step toward change with the parent, these interventions grow parents' motivation and, gradually, their willingness to address relationship improvement and parenting strategies. Increasing parental involvement with one's adolescent (e.g., showing an interest, initiating conversations, creating a new interpersonal environment in day-to-day transactions), provides a new foundation for attitudinal shifts and behavioral and change in parenting. Parental competence is fostered by teaching and coaching about normative characteristics of parent-adolescent relationships, consistent and age-appropriate limit setting, monitoring, and emotional supportall research-established parental behaviors that enhance relationships, individual and family development.
Cooperation is achieved and motivation is grown by underscoring the serious, often lifethreatening circumstances of the youth's life, and establishing an overt, discussable connection (i.e., a logic model) between that caregiver's involvement and creating behavioral and relational alternatives for the adolescent. This follows the general procedure used with the parentsthe attempt to promote caring and connection through several means, first through an intense focusing and detailing of the youth's difficult and sometimes dire circumstances and the need for his or her family to help.
Parent-Adolescent Interaction Module
MDFT interventions also change developmentimpeding interaction directly. Shaping changes in parent-adolescent interaction are made in sessions through variations in the structural family therapy method of enactment. A clinical method and a mini-change theory (Liddle, 1999) , enactment elicits topics, relationship events, and themes that are important in the everyday life of the family. Upon discussion relationship strengths and problems become apparent. Therapists then assist family members to discuss and to solve problems in new ways. The method expands behavioral alternatives as the therapist actively guides, coaches, and shapes increasingly positive and constructive family interactions. In order for discussions between parent and adolescent to involve problem solving and relationship healing, parents and adolescents must be able to experience a daily back and forth without excessive blame, defensiveness, or recrimination. Treatment helps teens and parents to pull back from extreme, inflexible stances as these actions create poor problem solving, hurt feelings, and erode motivation and hope for change. This work may be done in individual sessions that gently cover important issues and prepare family members for family sessions where the issues will be discussed forthrightly and better ways of relating are tried. Skilled therapists direct with respect in-session conversations on touchy topics in a patient, sensitive way.
Module on Interactions and Outcomes with Social Systems External to the Family
MDFT also facilitates change in how the family and adolescent interact with involved extrafamilial systems (Liddle, 2014) . The teen and their family may be involved in multiple social systems. Success or failure in negotiating these systems has considerable impact on short-term and in some cases longer-term life course. Close collaboration with the school, legal, employment, mental health, and health systems influencing the youth's life is critical for initial and durable change. For an overwhelmed parent, aid in dealing with complex bureaucracies or in obtaining needed adjunctive services not only increases engagement, but also improves his or her ability to parent effectively by reducing stress and burden. Therapists help to set up meetings at school or with juvenile probation officers, and these relationships play an integral role in creating positive youth change (Liddle, Dakof, Henderson, & Rowe, 2011) . They regularly prepare the family for and attend youth's juvenile justice disposition hearings, understanding that successful compliance with the supervision requirements is a core therapeutic focus and task (Liddle, 2014) . School or job skills are also basic aspects of the therapeutic program since they represent real-world settings in which youth develop competence, succeed, and build pathways away from drug using peers and antisocial behavior. In some cases, legal, medical, housing, social service agency, immigration issues, or financial problems may be urgent areas of need. Therapists think through the interconnection of these life circumstances in specifying a flexible and dynamic case conceptualization, and they know that these arenas of everyday life are influential in improving family life, parenting, and a teen's reclaiming of his or her life from the perils of the streets. Not all multisystem problems can be solved, but in every case our rule of thumb is to assess all of them, establish priorities collaboratively and overtly, and, as much as possible, work actively to help the family achieve better day-to-day outcomes relative to the most malleable and consequential areas.
Decision Rules about Individual, Family or Extrafamilial Sessions
As a therapy of subsystems, MDFT consists of working with parts (subsystems) to larger wholes (systems) and then from wholes (family unit) back down to smaller units (individuals). Any given session's composition depends on stage of treatment and session goals. The interview's goals can exist in one or more categories. For example, there may be strategic goals that suggest who should be present for all or part of an interview. For example, the first interview, given its strategic, information-gathering, and foundation-building objectives, suggests that all family members are present for at least a large part of the session. Later in the treatment, individual meetings with parents and the teen may be needed because of estrangement or high conflict. Individual sessions build relationships, acquire information, and also prepare for joint sessions (working parts to a larger whole). Session composition may be dictated by therapeutic needs pertaining to certain kinds of therapeutically essential information. Individual sessions are often required to uncover aspects of relationships or circumstances that may be impossible to learn about in joint interviews. Therapeutic goals about working a particular relationship theme in vivo, via enactment for instance, may be another rationale for decisions about session composition.
MDFT works in four interdependent and mutually influencing subsystems with each case. The rationale for this multiperson focus is theory based and practical. While other family-based interventions might address parenting practices by working alone with the parent for much of the therapy, MDFT is unique in its way of not only working with the parents alone but also focusing significantly on the teen alone, apart from the parent sessions, and apart from the family sessions. These individual sessions have enormous strategic, substantive, and relationship-building value. They provide point of view information and reveal feeling states and historical events, not always forthcoming in family sessions. The individual meetings establish one-on-one relationships. Family-based treatment means establishing multiple therapeutic relationships rather than single therapeutic alliances as is the case in individual treatment. If individual therapeutic alliances are basic to individual therapy's success, multiple therapeutic alliances, and success in those relationships, seem equally fundamental to success in our version of family-based therapy. They actualize the kinds of therapeutic processes from which positive clinical outcomes emerge. A therapist's relationships with different people in the mosaic that forms the teen's and family's lives are the starting place for inviting and instigating change attempts. The strategic aspects of these actions are probably obvious by now. There is a leveraging, a shuttle diplomacy that occurs in the individual sessions as they are worked to create content, motivation, and readiness to address other family members in joint sessions. (Linklater, 1988) As the film title above suggests, MDFT training is about learning by doing. The training framework (Breunlin, Liddle, & Schwartz, 1988; Liddle & Saba, 1983; Liddle, 1988) , clinical training methods, including live supervision (Liddle & Schwartz, 1983; Liddle, Davidson, & Barrett, 1988) and videotape review (e.g., Liddle, Breunlin, Schwartz, & Constantine, 1984) remain relevant. At the same time, they have been revised over the years to reflect current training goals and settings (e.g., creating an MDFT team of clinicians and supervisors in community clinics and residential treatment settings). The manual used in one of the MDFT multisite studies is available online (Liddle, 2002) , and the current MDFT manual with core sessions, clinical and supervision protocols is forthcoming (Liddle, in press) . A competency-based trainingto-certification procedure includes clinical site readiness preparation, step-by-step clinical and supervision training procedures including training of supervisors/trainers protocols. Teams of MDFT therapists are trained through the MDFT dissemination organization. The several day introduction phase of training consists of presentations by a senior MDFT trainer, discussion of readings, manual and protocol mastery, role plays, and video examples.
Training: It's Impossible to Learn to Plow by Reading Books
2 But the majority of the training period, approximately six months, is the application of MDFT ideas and methods with regular program cases. DVD review, case conceptualization practice, weekly planning sheets for each case, and feedback from MDFT experts according to MDFT fidelity and clinical skill enhancement feedback predominate. Training evaluations demonstrate its acceptability and feasibility with practicing clinicians (Godley et al., 2001; Rowe et al., 2013) .
Research Evidence
The MDFT research program has accumulated evidence supporting the intervention's effectiveness for adolescent substance abuse and delinquent behaviors. Studies included efficacy/ effectiveness RCTs, studies on therapeutic processes or mechanisms of action, economic analyses, and implementation/dissemination. The projects have been conducted at community clinics across the United States, among diverse samples of adolescents (African American, Hispanic/Latino, and Caucasian youth between the ages of 11 and 18) of varying socioeconomic backgrounds. A five-country, multisite, MDFTcontrolled trial, funded by the health ministries of Germany, France, Switzerland, Belgium, and The Netherlands, demonstrated consistent clinical outcomes in substance abuse (Rigter et al., 2012 ) and behavior problems (Schaub et al., 2014) . This same study also speaks to the dissemination potential of the approach, since the treatment was implemented in real world treatment settings with fidelity, clinical skill, and crosscultural competence (Rowe et al., 2013) . Study participants across MDFT-controlled trials met diagnostic criteria for adolescent substance abuse disorder and included teens with serious drug abuse and delinquency. MDFT has demonstrated efficacy in direct comparisons with state-ofthe-art, active treatments, including a psychoeducational multifamily group intervention, peer group treatment, individual cognitive-behavioral therapy (CBT), and residential treatment.
Clinical Outcomes. When referred to MDFT, youth and families engage and complete the program between 80% and 97% of the time. Substance use is significantly reduced and more youths achieve abstinence from illicit drugs in MDFT to a greater extent than comparison treatments (examples include 41% to 82% reduction from intake to end of treatment) (Liddle & Dakof, 2002; Liddle, Dakof, Turner, Henderson, & Greenbaum, 2008; Liddle, Rowe, Dakof, Henderson, & Greenbaum, 2009) . After treatment and at one-year follow-up, MDFT participants had higher drug abstinence rates than comparison youths (64% for MDFT vs. 44% for CBT, and 93% for MDFT vs. 67% for group treatment) (Liddle et al., 2008 ; also see Dennis et al., 2004) . Additionally, substance-abuse-related problems, including antisocial, delinquent, and externalizing behaviors, are significantly reduced in MDFT to a greater extent than comparison interventions, including manual-guided, active treatments. In controlled trials that integrated MDFT with juvenile detention and juvenile drug court programs, MDFT showed added and stable benefits, with significant decreases in substance use problems, and arrest records for outcomes such as felony arrests (Liddle et al, 2011; Dakof et al., 2015) . School functioning improves more in MDFT than comparison treatments (MDFT clients return to school and receive passing grades at higher rates) . Family functioning improves (reduces family conflict, increases in family cohesion) to a greater extent in MDFT than family group therapy or peer group therapy (observational measures), and these gains retain at one-year follow-up . MDFT has performed effectively as a community-based drug prevention program and has successfully treated younger adolescents who recently initiated drug use (Hogue, Liddle, Becker, & Johnson-Leckrone, 2002) . Psychiatric symptoms show greater reductions during treatment in MDFT than comparison treatments (30% to 85% within-treatment reductions in behavior problems, including delinquent acts and other mental health problems such as anxiety and depression). Compared with individual CBT, MDFT had better drug abuse outcomes for teens with cooccurring problems, decreased externalizing and internalizing symptoms, and demonstrated superior and stable outcomes with the more difficult cases (Liddle et al., 2008; Rowe, 2010) . Delinquent behavior and association with delinquent peers decreases with MDFT youth, whereas youth receiving peer group treatment reported increases in delinquent behavior and affiliation with delinquent peers; these changes maintain at one-year followup (Liddle, Rowe, Dakof, Ungaro, & Henderson, 2004; Liddle et al., 2009) . Juvenile justice records indicate that MDFT participants are less likely to be arrested or placed on probation, and had fewer findings of wrongdoing during the study period. MDFT transportation studies show that association with delinquent peers decreases more rapidly after therapists have received MDFT training . MDFT has demonstrated reductions in youths' high-risk sexual behavior, HIV and STD risk reductions (laboratory-confirmed STDs) (Liddle, Dakof, Henderson, & Rowe, 2011 ; also see Marvel, Rowe, Colon, DiClemente, & Liddle, 2009) . MDFT outcome studies have been evaluated in comparative reviews, independent scientific appraisals, reports by private foundations, and government entities.
3 Outcomes are consistent with heterogeneous (Greenbaum et al., 2015) , comorbid samples (Henderson et al., 2010) , stable at eighteen month and longer follow-up assessments.
Studies on therapeutic process and change mechanisms. Two overarching organizers of the MDFT approach are stages of treatment and the four domains, in which a therapist seeks to foster competence and change. MDFT studies have demonstrated how to improve family interactions by targeting family interaction (Diamond & Liddle, 1996) and how therapists build successful therapeutic alliances with teens and parents (Diamond, Liddle, Hogue, & Dakof, 1999) . Adolescents are more likely to complete treatment and decrease their drug use when therapists have solid relationships with their parents (Hogue et al., 2005) and with the teens (Robbins et al., 2006) . Stronger therapeutic alliances with adolescents predict greater decreases in their drug use (Shelef, Diamond, Diamond, & Liddle, 2005) . Another process study found a linear adherence-outcome relation for drug use and externalizing symptoms (Hogue, Dauber, Samuolis, & Liddle, 2006) . MDFT process studies found that parents' skills are improved during therapy (Henderson, Rowe, Dakof, Hawes, & Liddle, 2009) , parent changes predict teen symptom reduction (Schmidt, Liddle, & Dakof, 1996) and that a connection exists between systematically addressing cultural and racial/ethnic themes and increases in adolescent treatment participation (Jackson-Gilfort, . Finally, MDFT interventions that targeted family interactions related to changes in drug use and emotional and behavioral problems (Hogue, Liddle, Dauber, & Samuolis, 2004) .
Economic analyses. The average weekly costs of treatment are significantly less for MDFT ($164) than standard treatment ($365). An intensive version of MDFT designed as an alternative to residential treatment provides superior clinical outcomes at significantly less cost (average weekly costs of $384 versus $1,068) (French et al., 2003) .
Implementation outcomes. MDFT moved successfully into a representative day treatment program for adolescent drug abusers . There were several important outcomes. Therapists delivered the MDFT according to protocol following training (e.g., broadened treatment focus post-training, addressed more MDFT content themes, focused more on adolescents' thoughts and feelings about themselves and extrafamilial systems) and these changes were retained over time. Clients' outcomes were significantly better, and these gains maintain at follow-up. After staff training in MDFT, youth decreased drug use by 25% before MDFT compared to a reduction of 50% after MDFT training and organizational intervention. And, program or system-level factors improved dramatically, according to dimensions such as adolescents' perceptions of increased program organization and clarity of program expectations. MDFT clinicians collaborate effectively with other professionals in working with the youth and family (Liddle et al., 2011) , MDFT training methods have been endorsed by clinicians (Godley et al., 2001) , and therapists from diverse cultural contexts evidence benefit from MDFT training by showing outstanding mastery of the approach in regular community settings (Rowe et al., 2013) .
Summary
MDFT development and research began three decades ago. In those days, family therapy's funded research potential was unclear. But the pioneers work of researchers such as Michael Newcomb (Newcomb & Bentler, 1988 ) established a developmental and contextual understanding of youth drug taking and its consequences. The scientific and popular acceptance (Blakeslee, 1988) of this work did much to influence NIDA of the worthwhileness and need to expand this research area. Other highly influential researchers, including Baumrind (Baumrind & Moselle, 1985) , Brook and colleagues (Brook et al., 1999) , and Kandel (Kandell, Kessler, & Margulies, 1978) conducted seminal studies that established a developmental and family-oriented perspective on youth substance misuse. Some believed that family therapy would have "little direct influence" on adolescent drug use (Oetting & Beauvais, 1987, p. 215) . The first family therapy Request for Applications led to the funding of three research projects (NIDA, 1983) . In discussing a study on peer cluster theory, Oetting and Beauvais (1987) , said that these family therapy studies "may fail because the drug-using youth will have already established peer clusters that encourage and maintain drug use and, unless family therapy can also change those peer associations, it is not likely to influence drug use" (p. 210). But these projects did not fail, and together, they established the feasibility, potential for future, and what would become programmatic work on family therapy with clinically referred youth substance abusers (Joanning, Quinn, Thomas, & Mullen, 1992 : Lewis, Piercy, Sprenkle, & Trepper, 1990 ; also see reviews by Williams & Chang, 2000; Weinberg, Rahdert, Colliver, & Glantz, 1998) .
MDFT has involved hundreds of collaborators, including researchers, research assistants, students, clinicians, state and community agency administrators, federal agency representatives, private foundation board members, and by now thousands of youths and family members. In one or more ways, all of these individuals have participated in the scientific testing, dissemination, and implementation of the approach in the United States and abroad. This mighty team has contributed to the creation of a treatment with demonstrated strengths as identified in independent evaluations. The treatment is well defined, teachable to clinicians in regular care settings, capable of being sustained in these settings, and able to achieve clinically meaningful outcomes with the most complex clinically-referred youths in the various care sectors. MDFT is seen as culturally responsive, and therapeutic process studies have continued to evaluate and tailor the treatment not just according to diverse adolescent and family backgrounds, but also to the requirements of substance abuse, mental health, juvenile justice, and child welfare clinical settings. The clinical outcomes have been described as noteworthy for their variety, practical relevance (improvements in practical, day-to-day outcomes), stability at follow up (1-4 year follow-ups), and consistency across studies.
Pressing future issues for MDFT, or any of the evidence-supported therapies, concern dissemination and use of effective treatments in routine care environments. The prevailing dissemination approach, where a full version of a standalone evidence-based treatment is brought to a non-research setting, is effective but inefficient (Hogue, Henderson, Ozechowski, & Robbins, 2014) . Progress in applying alternative influence models, such as module-based approaches (e.g., MDFT, Rowe et al., 2012; MATCH, Weisz et al., 2012) is promising, but it is too early to ascertain widespread dissemination and uptake outcomes (Barth et al., 2011) . The relevance of evidencesupported therapies for MFT training programs deserves more attention (Patterson et al., 2004) , given the minor contributions these therapies make to MFT training at present, or professional preparation in other specialties for that matter (Weissman et al., 2006) . Another pressing issue, probably more fundamental than dissemination, concerns how the family therapy field will deal with the evidence-based therapies. New ways of evaluating treatments have been offered (Sexton et al., 2008) , and some in psychotherapy suggest that a focus on fundamental or cross-cutting change dynamics and principles (vs. models or schools) is preferred (Rosen & Davison, 2003) . But in family therapy circles, at least, the reception so far has been mixed. Some express a qualified optimism (Datillio, Piercy, & Davis, 2014; Sprenkle, 2012) , others wonder about the meaning, usefulness, or even the validity of evidencebased therapies (Bean, 2012; Eisler, 2007; Gateley, 2014; Imber-Black, 2014) . Perhaps these frank appraisals represent progress-better to specify and discuss perceived conclusions than not (Lebow, 2014) . Advances in any field are routinely ignored, found impractical, or take decades to incorporate (Gawande, 2013) . Conclusions about family therapy's evidence-based approaches depend on where you look, what you believe and know, and who you ask. In its inclusiveness and scope, the current edition of the Handbook of Family Therapy surely offers readers a chance to assess these matters for themselves. (Alexander Street Press, 2014) . 3. Reviews, reports, and evidence-based therapy registry evaluations are available at www.mdft.org/ Proven-Success/Awards-and-recognition and www. mdft.org/Proven-Success/Independent-scientificand-scholarly-reviews.
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